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Health Care Professionals’ Experiences of
Providing Health Care to Older Adults
with Long-Term Musculoskeletal Pain
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Abstract
Background: There is an increasing number of older adults living with long-term musculoskeletal pain and related
disabilities. These problems are frequently unrecognized, underreported, and inadequately treated. Since many
older adults desire to remain at home for as long as possible, it is important that individualized and holistically
tailored care is provided in these settings. However, there is a complexity in providing care in this context. The aim
of this study was to describe health care professionals’ experiences of providing health care to older adults living
with long-term musculoskeletal pain at home.
Methods: The phenomenon, “To provide health care to older adults living with long-term musculoskeletal pain at
home”, was studied using reflective lifeworld research (RLR) which is based on phenomenological epistemology.
Ten health care providers (nurse, physiotherapists, and occupational therapists) were interviewed and data was
analysed.
Results: The health care professional’s emotions fluctuated between powerlessness and meaningfulness. Needs,
opportunities, understanding and respect had to be balanced in the striving to do good in the provision of health
care in differing situations. Caring for older adults with long-term pain required courage to remain in the encounter
despite feelings of insecurity and uncertainty about the direction of the dialogue. The essence of caring for older
adults with long-term pain consisted of the following constituents: Sense of powerlessness; striving to provide
good health care; and understanding and respect.
Conclusions: The findings indicated that the health care professionals strived to do good and to provide health
care that was holistic and sensitive to the older adults’ needs. A significant sense of powerlessness in the situation
was experienced by the health care professionals. These findings address and support the need to develop methods
that can be used to guide health care providers who support older adults in the context of their homes.
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Background
It is well known that the population of older adults is
rapidly increasing worldwide [1]. Increasing age is often
associated with complex health problems, often in com-
bination with long-term musculoskeletal pain. In contrast
to other types of pain, musculoskeletal pain tends to in-
crease with age [2, 3]. The prevalence rate is estimated to
be as high as 60 % among community dwelling older
adults [3–5]. Long-term musculoskeletal pain is recog-
nized as a main cause of disabilities among older adults
and has a significant impact on quality in life [5–9]. Des-
pite increasing frailty [10] and dependence, many older
adults desire to remain at home for as long as possible
and to receive help, if needed, from home health care
providers [11–15]. This direction in provision of health
care to older adults is supported by health care and so-
cial policies [16, 17]. The literature on musculoskeletal
pain to date has mainly focused on prevalence, underlying
cause, management and associated disabilities [18]. There
is limited literature focusing on older adults’ experiences
of living with long-term musculoskeletal pain, but dissatis-
faction with care is an issue [19, 20]. Far less attention is
provided in the literature on the providers’ experiences of
caring for these older adults. This study addresses the
need to explore health care professional’s experiences of
providing health care to older adults living with long-term
musculoskeletal pain at home.
Older adults with long-term pain
Regardless of the frequency of musculoskeletal pain and
its impact in older adults’ lives, researchers continue
to report that this type of pain, like long-term pain in
general, is frequently unrecognized, underreported, and
inadequately treated among older adults [21–24]. One
explanation might be that pain frequently is viewed by
older adults, relatives and health care providers as a
natural part of the process of aging [25, 26]. There is
growing recognition, however, that health care providers’
lack a high degree of knowledge and engagement in rela-
tion to older adults’ pain [26, 27]. Research also indicates a
tendency toward stoic attitudes that are associated with
reticence to report pain in this population [28, 29]. This
reticence can be explained in part by older adults’ overall
orientation in life to continue daily life despite pain. Living
with pain on a daily basis was shown to be less about pain
management than about how to endure the pain. A major
commonality in this act of enduring was that older adults
felt forced into learning to live with pain on their own
[19]. Eccleston and Crombez [30] described long-term
pain as feared, inescapable and threatening to human be-
ings in their environment. The authors highlighted the
constant interplay between the human being, the charac-
teristics of the pain, and the demands of the environment
as a threat to the sense of being a whole person.
Health care providers’ attitudes
Health care providers’ attitudes can be challenging, since
there is a prevailing opinion that providing health care
to older adults is “basic” and that little knowledge or
skill is required. Attitudes influence providers’ quality of
care and the older adults’ dignity and autonomy [31]. In
the existing literature there is a history of negative atti-
tudes among professionals towards providing health care
to older adults [32, 33]. Kane [34] found an existence of
these attitudes when healthcare professionals perceived
that clinical interventions for older adults were not worth
the investment. Gallagher, Bennett and Halford [31] found
that level of education was an important predictor for
attitudes. Lyons, Dunson-Strane and Sherman [35] ar-
gued the need for education to increase knowledge and
understanding about older adults’ needs in their con-
text in order to bring joy into caring within the older
adults’ context.
Theoretical framework
The sense of being a whole person can be viewed in light
of the lifeworld perspective in which the physical, mental
and existential dimensions are intertwined [36–38] and
the person is understood as a lived body [38]. The per-
spective of lifeworld can be used in lifeworld-led care
which includes three dimensions: a philosophy of the
person, a focus on well-being and not the illness per
see, and a philosophy of care that addresses this core
[39]. Lifeworld-led care [39] provides a direction for
care and practice that is intrinsically and positively
health focused. Todres, Galvin and Dahlberg [40] ex-
plored “Caring for Insiders” as a care where health care
providers are aware of “insiderness” that recedes from
the view of the other and can never be fully grasped.
Striving to reach towards “insiderness” is complex. It
requires the use of self through “reflective openheart-
ness” and knowledge of lifeworld-led care.
A significant prerequisite and critical aspect in seeing
the patient as a whole in the provision of health care is
the concept of “knowing the patient” [41–43]. This con-
cept refers to gaining an in-depth understanding of a per-
son in a specific context, including background and way
of living [43, 44]. This is fundamental as health care pro-
viders act to help patients maintain their integrity and
continue life despite health problems [45]. Knowing the
patient takes time and is related to the situation and con-
text. It requires knowledge of the person’s history, how the
person lives, what gives meaning in life and how the per-
son reacts and acts in various situations [42, 43, 45, 46].
The interaction in the provision of care within the
perspectives of “lifeworld-led care” and “knowing the
patient” is closely linked with lived experience [39, 42,
43, 46] which is essential in the provision of holistic
health care. The literature is limited on how to develop
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and maintain this type of interaction [47]. There is,
however, an increasing interest for person-centered
care [48], in which a partnership evolves and where the
person’s life situation comes to the forefront, and not
the disease itself. Furthermore, an awareness of moral
concerns and protection of patient agency is important
in the context [49]. This raises the need to focus on the
question of “how to do” instead of “what to do” in the
act of nursing in regard to moral issues [50]. Further-
more, Liaschenko [50] highlighted the challenge for
nurses to “sharpen the gaze of nursing” (p. 25) which
involves a focus and courage to help patients to live
their lives in their context instead of focusing on dis-
ease as in the biomedical model. This need is supported
by Kim [44, 51] whose model and concept of “human
living” encompasses the environment, interactions and
phenomena in patients’ lives, all of which can be used
to help patients live their lives with their health prob-
lems. The need for providing health care that is more
sensitive to place and more fully based on individuals
in their context has been addressed by other scholars
and practitioners [49, 50, 52–54]. Further understanding is
needed in order to develop individualized and holistically
tailored care in the older adult’s home, care that takes into
account the whole person in the situation, while still pre-
serving the home as a private arena.
Statement of problem
Providing health care to older adults is often associated
with negative attitudes and a low priority as a potential
problem in society [31–34]. There is an increasing number
of older adults living at home with health problems such
as pain. Although older adults desire to remain at home as
long as possible, they are not fully satisfied with the care
provided. Clearly, it is a challenge for health care providers
and society at large to preserve and promote health,
well-being, and overall quality in life for the increasing
number of frail older adults with complex needs for
care at home. This requires providing health care that
is individual, holistic and sensitive, as well as methods
that can be used to guide and support both older adults
and health care providers (c.f. [18, 55]). The current
need is to gain an understanding of health care profes-
sionals’ experiences of caring for older adults at home.
Aim
The aim was to describe health care professionals’ expe-
riences of providing health care to older adults living
with long-term musculoskeletal pain at home.
Methods
The ontological and epistemological suppositions in
this article are based on lifeworld theory [36–38]. The
phenomenon, “Provision of health care to older adults
living with long-term musculoskeletal pain at home”
has been studied using the approach of Reflective Lifeworld
Research (RLR) which is based on phenomenological epis-
temology [56] and described in Giorgi’s phenomenological
approach [57]. In the RLR approach, openness and orienta-
tion towards the phenomenon are used to guide the
collection and analysis of data. This openness is achieved
through a conscious and deliberate understanding that
“bridles” the researcher’s pre-understanding in relation to
the studied phenomenon [58]. The bridling is a conscious
approach used to maintain a scientific, reflective and
sensitive attitude with the aim of increasing understanding
of the phenomenon.
Data collection and participants
Data were collected through qualitative interviews with
registered health care professionals (nurse, physiotherapist,
occupational therapist) in the context of home health care
in three communities in the western region of Sweden. The
term health care professional was used in this study to label
the participants in the study. The communities are re-
sponsible for provision of health care to older adults
above 65 years in assisted living facilities by Swedish le-
gislation. They have the opportunity to transfer the
provision of home health care in ordinary homes from
county councils to communities to offer an integrated
and coherent care that includes both social services
and health care. This transfer of care has been done in
the three participating communities. The communities’
responsibility related to health care include the registered
professions nurses, physiotherapists, occupational thera-
pists and psychologists but exclude physicians The respon-
sibility in the communities is to integrate social care and
health care with a focus on autonomy and provision of
holistic care to increase quality in life and safety in the
older adults’ chosen living environment [59–61].
The chosen health professionals worked in close col-
laboration in the provision of health care to older adults
in their homes. The heads of the community-based
healthcare services gave their approval to participate
in the study. The head of the unit in each community
identified and asked health care professionals that met
the inclusion criteria if they were willing to participate.
Each health care professional was required to have had at
least 3 years of experience in providing health care to the
chosen population. Health care providers who consented
to participate in the study were contacted by phone by the
researcher and a time for the interview was set. Ten health
care professionals (eight women and two men) gave their
informed consent (nurse n = 5, physiotherapists n = 3, oc-
cupational therapists n = 2). Two of the participants were
male and eight female in ages ranging from 35 to56 years
(mean = 52 years). The participants’ had worked between
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5 and 34 years (mean = 19.5) with older adults suffering
from pain.
Data were collected through interviews grounded in
the RLR approach. The researchers approached the health
care professionals with a “bridled” attitude [58] towards
their lifeworld so that they would not influence the health
care professionals’ descriptions of their experiences of pro-
viding health care to older adults’ living with long-term
musculoskeletal pain at home. This type of qualitative
interview has been described by Dahlberg, Dahlberg and
Nyström [56] as a dialogue in which participants reflect
upon their experiences to deepen the understanding of the
phenomenon. The researchers’ (MB, KN, CG) approach
during the interviews was to facilitate an open and allow-
ing atmosphere in the dialogue to encourage the partici-
pants’ reflections. The reflective process was initialized by
the question, “Would you please tell me about your ex-
perience of providing health care to older adults living
with long-term musculoskeletal pain at home?” The
participants were asked to further develop their answers
and give concrete examples of the experiences. Additional
questions arose out of the descriptions and were used to
orient the attention towards the phenomenon in order to
gain a deeper understanding. The interviews were audio-
recorded and transcribed verbatim.
Data analysis
The researchers’ analysis of the interviews followed the
RLR approach [56]. The analysis was directed towards
discovering patterns and nuances of qualitative meanings
that emerged from the transcribed text. The analysis was
characterised by openness and sensitiveness in an inten-
sive dialogue with the text. This dialogue vacillated from
parts to whole with the aim of deepening the under-
standing of the phenomenon: “Provision of health care
to older adults living with long-term musculoskeletal
pain at home”. The researchers’ continuously reflected
upon their own understanding and tried out various
tentative understandings, while still remaining open
and attentive to the text. Demanding and critical questions
were present throughout the process of analysis in order to
consciously “bridle” the researchers’ pre-understanding and
understanding (c.f. [58]). The analysis encompassed move-
ments beyond given conditions and avoidance of linear or
causal explanations, which allowed various meanings of the
phenomenon to emerge. After reading the text as a whole
several times, meaning units (a word, a sentence or a longer
section of text) were drawn from the text. The next step in
the analysis was to build clusters with similar meaning
units. Initially, there were many clusters created, which
were aggregated to a less number of clusters due to
similarities. The analysis continued and the essence of
the phenomenon could be described and constituents
identified. The essence can be understood as the core
aspects of a phenomenon on an abstract level whereas the
four constituents describe the essence of the phenomenon
on a concrete level (c.f. [62]). The essence in this study is
presented first in the findings, followed by its constituents
and quotes to illuminate the findings.
Ethical considerations
This study followed the principles outlined in the Dec-
laration of Helsinki [63]. Additionally, it was approved
by the Regional Ethical Review Board in Gothenburg
(814–13). Furthermore, approvals were given by the
heads of the social welfare and home health care services
in the communities. The participants were informed, both
orally and in writing and gave their informed consent to
participate in the study. They were also informed that they
could interrupt their participation at any time without
explanation and consequences. The data were treated
confidentially to protect each participant’s identity.
Results
Provision of health care to older adults with long-term
pain entails a fluctuating emotion between powerlessness
and meaningfulness. Needs, opportunities, understanding
and respect are balanced in the continuous striving to do
good in in providing care. Caring for older adults with
long-term pain requires courage to remain in the encoun-
ter despite the feeling of insecurity and uncertainty about
the direction in the dialogue.
The essence of caring for older adults with long-term
pain is composed by the following:
 Sense of powerlessness
 Striving to provide good health care
 Understanding and respect
Sense of powerlessness
The health care professionals experience a sense of
powerlessness in the provision of health care to older
adults living with long-term pain at home. This emotion
is expressed through feelings of frustration, inadequacy
and hopelessness. The provision of health care gives the
insight that the pain cannot always be cured. This is
expressed as “Sometimes one experiences a sense of power-
lessness when one cannot help them”. It is acknowledged
that many of the older adults have had their pain for a
long time and that it has been incorporated as a natural
part in life. The state of “being in pain” as being expressed
by a health care professional has become a condition that
is endured in silence which sometimes complicates the
health care provider’s ability to find ways to approach
older adults’ pain. Several health professionals express that
they sometimes feel both angry and sad. The sense of
powerlessness manifests itself in situations where health
care professionals find it difficult to get the attention
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needed from other health care providers as physicians and
assistant nurses to meet the older adults’ needs. The
health care professionals are aware that pain does not
need to be a natural part in the process of aging which
is expressed in statements as:
“We address the fact that pain does not need to be a
natural part of the aging process…one does not have to
accept the pain straight off without trying to do
something about it.”
The sense of powerlessness occurs in situations where
health care professionals feel that other health care pro-
viders do not listen to or believe in the older adult. The
emotion is also grounded in the experience of a prevailing
opinion among healthcare providers, older adults and
significant others that pain belongs to the aging process.
Examples of this sense of powerlessness is described by
several health care professionals in relation to situations
when they experience that physicians do not listen to
them and fail to recognize older adults’ needs for pain re-
lief. They feel that they in their role as the older adults’
primary contact and caregiver have an understanding of
the situation and existing needs. Situations like this are
stressful and lead to conflicts related to differences in de-
mands and expectations between physicians and older
adults. It is described through examples as when a physi-
cian’s rigor regarding pain medication contrasts the older
adult’s desire to live a decent life with endurable pain. The
sense of powerlessness is also related to the older adult’s
willingness or unwillingness to comply with the proposed
intervention. In addition, the health care professionals ex-
perience a difficulty in deciding whether to recommend
and motivate older adults to take analgesics or to dissuade
them. This difficulty is based on considerations about
anticipated side effects and risks associated with the
medication such as drowsiness, dizziness, risk of falls,
confusion, cognitive loss and constipation in relation to
the older adult’s health, wellbeing and daily living.
The sense of powerlessness increases with explicit and
implicit expectations from others that the pain should
be eliminated. The health care professionals have to face
the despair of relatives and their own health care team:
“No one should be in pain, so it is always said … it
sounds easy, but I think it’s really difficult”. In contrast,
the health care professionals sometimes find that the
older adults themselves seem to be the least despaired in
the situation with pain. They have the insight that “The
older adult might have had pain for 25 years”, as expressed
by one health care professional. A complex situation which
adds to the sense of powerlessness is when they try to give
information but realize that the older adults, significant
others and care givers have different perspectives and
find it difficult to understand the limited possibility to
completely eliminate the pain. The health care profes-
sionals try different methods as TENS and daycare to
help alleviate the pain as a complement to the pre-
scribed medication. They feel frustrated and sometimes
resign when they feel they try everything and nothing
works. One health care professional says:
“…sometimes one becomes a little resigned when one
feels that you’ve tried everything and nothing works,
then one can feel a frustration together with the
patient, one wants so badly to be able to relieve the
pain.”
Health care professionals’ say, that if they have had
more time, they might have been able to capture the
older adults’ needs and individual situation more thor-
oughly. They have the insight of how easy it is to focus
on the problem and its solution, without reaching the
core of the problem in the situation. The health care
professionals sometimes become disappointed when the
older adult does not want to use the proposed actions to
ease the pain. Through the years, they have learned to
cope with the feeling of disappointment and frustration.
They rethink and try to come back with new proposals
and different combinations of actions to relieve pain
but sometimes they have to deal with the disappointment
of not being able to solve the older adults’ problems.
They continue to provide comfort and ease, but the
pain remains.
“…it’s tough when you don’t reach the goal, if you say
so, but when you do, it feels good. I’ve done this, it is
accomplished, treated and relieved and the pain is
gone, BUT when the pain is constantly there all the
time and when one meets all this despair,…it results
in a sense of powerlessness for oneself, one doesn’t
know…”
They also deal with the knowledge that medications
used to relief pain can potentially cause more harm
than good in the older adults’ individual situation which
adds to the sense of powerlessness. However, there is an
ambition and effort to do good in the situation which con-
trasts to the sense of powerlessness.
Striving to provide good health-care
The health care professionals meet the older adults in
their own context and are able to address their problems
and find ways to give help. The provision of health care
to older adults with long-term pain at home is experi-
enced as a continuous striving to provide good health
care which is described as meaningful. There is an effort
to do good which includes trying to relieve the pain.
Sometimes it is difficult to deal with long-term pain that
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is settled in older adults’ bodies. The health care profes-
sionals describe with great satisfaction when they succeed
in their effort to alleviate pain:
“When you succeed, even if one does not succeed
completely, small improvements make a big difference,
and then you rejoice with the patient.”
The health care professionals describe that they are
striving to create trusting relationships; it gives a feeling
of being important and needed. The striving to do good
entails courage to listen and to represent the older adult
in various situations which can be pictured as acting as
the older adult’s lawyer. The striving to do good entails
encouraging distraction of pain and focusing on things
that give joy and meaning in life. They try to facilitate
increased well-being by suggesting interventions that
contribute to increased social interaction. The health
care professionals adapt and direct their interventions
and set concrete goals based on what is possible and im-
portant in the older adults’ daily lives. Examples of con-
crete goals are striving to be able to go to the grocery
store or to take down the coffee tin from the bottom
shelf in the cupboard. The caregivers have an overall
aim to do good and increase the older adults’ quality in
life, physical activity and independence.
“… if one takes away at least a part of the problem
with pain, one can improve quality of life and focus on
the preconditions to maintain physical activity and
independence and so. Even if they don’t become
independent, it increases their comfort to not have as
much pain.”
The health care professionals experience that success-
ful interventions give inner satisfaction and sense of
meaningfulness for themselves. The striving to provide
good health care can be understood through the health
care professionals’ awareness of being task-focused and
giving low priority to the dialogue even though they find
it important. They have recognized that a visit at home
can temporarily ease the older adult’s pain. The health
care professionals’ experience that the phenomena of
pain and the provision of health care for older adults liv-
ing with pain is problematic and requires collaboration
with other professions. The nurses, physiotherapists and
occupational therapists work in teams in their effort to
provide good health care. Collaboration also takes place
with other care providers as assistant caregivers and social
workers. The experience is that members in the team act
based on their profession in order to provide good care.
This entails distinguishing the problem and finding appro-
priate solutions. The importance of the team efforts to do
good is illuminated by a health care professional as: “It
requires specific knowledge of pain and I don’t have that
straight off, so one needs to work in a team.” The provision
of health care to older adults with long-term musculoskel-
etal pain is experienced as complex and the professionals
in the team find that they complement each other which
can be pictured as to “add the puzzle together”. They find
strength in working together and being oriented towards
striving to provide the best of care for the older adults.
This effort requires understanding and respect for each
and one of the older adults.
Understanding and respect
Provision of health care to older adults with long-term
pain is experienced to entail understanding and respect
of the older adults’ pain, needs and desires in the situation.
The understanding and respect comprise sensitiveness in
knowing when the situation becomes unbearable, but also
attention to the unspoken pain. The health care profes-
sionals try to balance older adults needs related to au-
tonomy, integrity, independence and pain relief with
attentiveness and sensitiveness The use of this approach in
focusing on the older adults’ current problems is conveyed
and expressed as, “I’m very engaged and focused and em-
pathetic”. They analyze the situation and meet the person
here and now in the moment. They try to offer sugges-
tions, help the older adults make decisions for themselves,
and to use trial and error to find the best solutions. They
try to proceed cautiously, to be patient and to guide with-
out intruding.
To provide health care to older adults living with
long-term pain entails an understanding that the pain
is multidimensional, e.g. physical, psychological, social
and existential. The health care professionals describe
that they try to encourage as much physical activity as
feasible in the situation. There is an ambition to find a
balance between activity and rest and to promote de-
velopment of good body awareness. The health care
professionals focus on understanding and development
of the older adult’s knowledge of cause and inheritance
of pain and how the body corresponds to movements,
strain and pain. Sometimes they experience a reticence
related to activities and receiving advice. Respect for
this reticence is shown, since the older adults are au-
tonomous and able to make their own decisions. Over
time, the health care professionals develop security in
their profession which make it easier to understand and
respect rejection of given advice. This can be described in
words as:
“…when one was new in the profession, one had
difficulties to accept that the offered help was not
wanted. I think that when one is more secure in the
profession and has more experience of life, one has it
easier to accept that people have different priorities.”
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The health care professionals experience that providing
health care requires an openness towards how the pain
that is expressed and dealt with in various ways which is
based on aspects as the older adult’s characteristics, ability
to express oneself and cultural background. The health
care professionals respect the older adults’ knowledge
about appropriateness of different methods to alleviate
pain in daily living and their experiences of how they can
be used at home. This encompasses an ability to under-
stand and respect that a method such as TENS is rejected
due to the fact that the intervention and the health care
providers that carry out the intervention might disrupt the
older adult’s sense of “being at home”.
“The pain does not disrupt so much, but if the
personnel would come and one has to exercise all of a
sudden, their daily living would be disrupted in a way
they don’t want.”
Provision of health care to older adults with long-term
pain at home requires attentiveness and openness towards
the person as a whole. This requires understanding and
respect for the older adults’ needs and a striving to provide
good health care despite a sense of powerlessness in
the situation.
Discussion
The significance of being able to remain in the encoun-
ter despite feelings of insecurity and uncertainty as a
health care professional was highlighted in the findings.
There was an overall awareness of the need to transfer
one’s orientation from “doing” to “being”, something that
was challenging and required courage. The effort to focus
on the older adults’ needs in the overall life situation in-
stead of the health problem itself has been argued by re-
searchers [39, 44, 50] with the aim of supporting the older
adults overall sense of health and well-being.
The findings described in the constituents: striving to
provide good health care and understanding and respect
implies that the health care professionals have a desire
to provide person-centered care (c.f. [48]), despite lack
of time. This can be understood as being grounded in
the assumption that the human being is viewed as a
whole (c.f. [36–38]). The goal of a relationship in which
the health care professional learned to know the older
adult was explicit in the findings and can be viewed in
light of the concept “knowing the patient” [42–45] and
Todres, Galvin and Dahlberg [40] reach towards “insi-
derness”. The findings show that the provision of health
care is complex, challenging and requires courage. It de-
mands the use of self through “reflective openheartedness”
and knowledge of lifeworld-led care (c.f. [40]). Bindels,
Cox, Widdershoven, van Schayck and Abma [64] argue
the need of giving priority to a trusting relationship in the
provision of care for community-dwelling frail older adults
which also is highlighted in the findings in this study.
The constituent, Sense of powerlessness entailed feel-
ings of frustration, inadequacy and hopelessness. One
potential cause for the experienced lack of attentiveness
might be the prevailing opinion among both health care
providers, older adults and significant others that pain is
a natural part of the aging process [25, 65–70]. Another
potential cause that adds to the sense of powerlessness
might be the existence of low priorities and negative atti-
tudes in society related to provision of health care to older
adults [31–34]. Issues about interventions as analgesics
are an additional source for sense of powerlessness. The
findings show that the health care professionals often end
up in conflict between differences in demands and expec-
tations from the older adults, other care givers and rela-
tives. The tendency for a stoic attitude with a hesitance to
report pain among older adults can in part explain that
the older adults themselves express less worry about their
situation than the relatives or other health care providers
(c.f. [19, 28, 29, 71]).
The willingness to do good and the demand for under-
standing and respect, despite a sense of powerlessness,
requires reflection and support. Continuous supervision
sessions in groups can support health care providers who
are dealing with older adults’ physical, psychological, social
needs and existential anxiety but also support the health
care providers’ feelings and shortcomings (c.f. [72–75]).
Supervision can be a way for health care providers to learn
and support each other in being open to older adult’s life-
world, which encompasses the person as a whole as well
as the situation (c.f. [39, 44]). It is stressed in the findings
that it is important to work in teams to “add the puzzle to-
gether” and do the best in the situation for the older adult.
However, the health care professionals experience a lack
of time in the provision of health care. Research shows
that working in teams not only improves the quality of
care and is cost-effective, but also improves health care
providers’ experiences of satisfaction and effectiveness
[76]. Supervision in groups can be a way to support health
care providers in tailoring and providing person-centred
care. The supervision not only promotes learning from
each other. It might also have a positive influence on the
prevailing attitudes found in society in regard to working
with older adults (c.f. [31, 35]).
The increasing number of older adults living at home
with health problems such as long-term musculoskeletal
pain is a challenge for those working in the home care
and for society at large [9, 77–79]. However, previous re-
search shows that older adults felt forced into learning
to live with pain on their own [18, 19]. This stresses the
importance of an individualized and holistically tailored
care in the older adult’s home, care that takes into ac-
count the whole situation [55, 71].
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Methodological considerations
Qualitative interviews grounded in RLR [56] were chosen
to collect data. This method was relevant in relation to
the aim of capturing the participants’ experiences of
the phenomenon. These experiences are valuable since
research indicates low priority and negative attitudes
(c.f. [31–34]) related to provision of health care to older
adults. It is also important to raise the awareness of the
predominance of long-term musculoskeletal pain among
the increasing number of older adults due to the fact that
this health problem often is unrecognized, under reported
and under treated [21–24, 80]. This qualitative study
has the advantage of being interdisciplinary (nurses,
physiotherapist, occupational therapists) which is con-
sistent with the orientation within home health care of
today. The variation in profession and gender contributes
various perspectives and facilitates data that is rich in
nuances of qualitative meanings. However, profession
and gender have not been acknowledged in the findings
since the focus was the phenomenon itself as appropriate
is in RLR (c.f. [56]).
There are variations in opinions about transferability
and generalizations of findings in qualitative research.
Dahlberg, Dahlberg and Nyström [56] state that the es-
sence in a phenomenological research approach can be
generalized in similar contexts. Stake [81] argue that the
potential for qualitative findings to be transferred is de-
termined by the reader since it depends on how the
findings can be related to the readers’ context, know-
ledge and earlier experiences. Both these arguments sup-
port the findings which can be taken into account in the
discussions and planning of education, development of
individualized and holistic care to guide, and support for
older adults living at home with musculoskeletal long-
term pain. These findings can also be used as reference
points in future and existing research findings in similar
or various contexts.
Conclusions
The findings indicate that the health care professionals
had the ambition to do good and tried to provide health
care that was holistic and sensitive to older adults’ needs.
However, there was a significant sense of powerlessness
in the situation. These findings address and support the
need to develop methods that can be used as tools to
guide and support older adults and health care providers
in the selected context.
The method Reflective STRENGTH-Giving Dialogue
was developed to meet this need [82] and this innovation
needs be tested in a study. The intervention will consist of
an educational program and continuous supervision to
health care professionals (nurses/district nurses, physio-
therapists, occupational therapists) as they accomplish re-
flective STRENGTH-Giving Dialogues with community
dwelling older adults once a week. A tactful and challen-
ging approach will be used by the health care professional
to increase the person’s awareness of possibilities and
choices in life. Furthermore, there will be a focus on joy
and meaning in the older adult’s life in aim to support
sense of strength, courage and well-being in daily living
with pain.
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